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1. TRANSMIlTAL NUMBER: 2. STATE: 

-- 0 2 -  004-4 COLORADO 
3. PROGRAM  IDENTIFICATlOiJ:  TITLE  XIX OF THE  SOCIAL 

SECURITY  ACT (MEDICAID) 

4.  PROPOSED EFFECTIVE  DATE 

5. TYPE  OF PLAN  MATERIAL (Check One): 

[7 NEW  STATE PIAN c] AMENDMENT TO BE  CONSIDERED  AS  NEW PIAN AMENDMENT 

COMPLETE  BLOCKS 6 THRU 10 IF THIS IS AN  AMENDMENT (Separate  Transmittal  for  each  amendment) 
6. FEDERAL  STATUTElREGULATlON  CITATION: 

42 CFR 435.212; 1902 ( e ) ( 2 )  of  The Act; 
P.L. 99-272 101-508 (Section 4732) 

8. PAGE NUMBER OF  THE  PLAN SECTION OR ATTACHMENT: 

Attachment 2.2-A, Page 10 
t 

7. FEDERAL  BUDGET IMPACT Undetermined cost 
a. FFY $ 
b. FFY $ 

savings. 

9. PAGE  NUMBER OF THE SUPERSEDED  PLAN  SECTION 
OR ATTACHMENT (If Applicable): 

Attachment 2.2-A, Page 10 

10. SUBJECT  OF  AMENDMENT: 

Guaranteed  eligibility for services  and  family  planning  through  6-month 
enrollment  in  a  Medicaid-qualified HMO. 

11. GOVERNORS  REVIEW (Check One): 

[7 GOVERNOR'S  OFFICE REPORTED NO  COMMENT  OTHER,  AS SPECIFIED: 
COMMENTS OF GOVERNORS OFFICE ENCLOSED As per  Governor's  letter dated 

December 12, 1994 0 NO REPLY  RECEIVED  WITHIN 45 DAYS OF SUBMITTAL 

ENCY  OFFICIAL: 16. RETURN  TO: 

Colorado Department of Health Care P o l i c y  
and Financing 

14.TITLE: Director, Office of Medical Denver, CO 80203-1714 
Richard C. Allen 1575 Sherman St. 

Assistance I 
15.  DATE  SUBMITTED: I ATTN:  Karen Snell 
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S t a t e / T e r r i t o r y :  Colorado 

Agency* C i t a t i o n  ( s )  Groups  Covered  

0 .  O p t i o n a l   G r o u p s   O t h e r   T h a n   t h e   M e d i c a l l y  Needy 
( C o n t i n u e d )  

4 2  CFR 435.212 & - 3 .  The S t a t e  deems as e l i g i b l e   t h o s e   i n d i v i d u a l s  who 

A c t ,  P.L. 9 9 - 2 7 2   e n r o l l e d   i n   a n  HMO q u a l i f i e d   u n d e r   T i t l e  X I I $  of  
1 9 0 2 ( e ) ( 2 )  of t h e  

( s e c t i o n  9517)  P.L. t h e   P u b l i c   H e a l t h   S e r v i c e  A c t  or  w h i l e   e n r o l l e d  

4732)  
101-508 ( s e c t i o n   i n  an  e n t i t y  described i n   s e c t i o n  

1 9 0 3 ( m ) ( 2 ) ( E ) ( l l l ) ,  ( E )  or ( G )  of t h e  A c t ,  o r  a 
C o m p e t i t i v e  Medical P l a n  (CMP) w i t h  a M e d i c a r e  
c o n t r a c t   u n d e r   s e c t i o n  1876 of t h e  A c t ,  b u t  who 
have been enrol led i n  t h e  HMO or e n t i t y  for less 
t h a n   t h e  minimum e n r o l l m e n t  p e r i o d  listed below. 
The HMO or e n t i t y   m u s t   h a v e  a r i s k   c o n t r a c t  a8 
s p e c i f i e d   i n  42 CFR 4 3 4 . 2 0 ( a ) .   C o v e r a g e   u n d e r  
t h i s   s e c t i o n  is limited t o  HMO s e r v i c e s   a n d  
f a m i l y   p l a n n i n g   s e r v i c e s   d e s c r i b e d   i n   s e c t i o n  
1 9 0 5 ( a )   ( 4 )  ( C ) .  

b e c a m e   o t h e r w i s e   i n e l i g i b l e  for Medicaid whiLe 

- X The State elects not to guarantee eligibility. 

- The State elects to  guarantee  eligibility. The 
minimum enrollment period is __ months. 

The State  measures the minimum enrollment period 
from: 

- The  date  beginning  the period of enrollment in 
the HMO or other entity, without any 
intervening Disenrollrment, regardless of 
Medicaid eligibility. 

- The  date  beginning the period of enrollment in 
the HMO as a Medicaid patient (including 
periods when payment is made under this 
section), without any intervening 
disenrollment. 

- The  date  beginning the last period of 
enrollment in the HMO as  a Medicaid patient 
(not including periods when payment is made 
under this section), without any intervening 
disenrollment of periods of enrollment as a 
privately paying patient. (a new minimum 
enrollment period begins each time the 
individual becomes Medicaid eligible other 
than under this section.) 

*Agency that e r m i n e s  eligibility for coverage 
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